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Immunization Record Non-Disclosure Form

Please complete this form if you are 18 years of age or older or an emancipated minor or the parent or
guardian of a minor and do not wish your or your child’s immunization record to be shared with
authorized users of the DC Immunization Registry outside the DC Department of Health (DOH).

Please print clearly.

I / do not want the immunization information of
o Individual or 0 Parent/Guardian (first name / last name)

/ / / / oM oF
first/ middle/ last name Date of Birth (month/date/year) Gender (check one)
/ / / to be shared with
Address/ City/ State/ Zip Code

DC Immunization Registry users outside the DC Department of Health (DOH).

By signing this form, I understand that the immunization information will not be shared with
authorized, non-DOH users of DC Immunization Registry. The DC Department of Health will
have access to the immunization record, as will the provider who documented the shots in the
Immunization Registry. I understand that by signing this form all other healthcare provider or
school requests for information must be accompanied by a signed medical release. I also
understand that it is best to maintain a personal, paper copy of the immunization record for
reporting and verification.

Signature of Adult Individual or Parent/Guardian Date (month/date/year)

(Health care provider, please place a copy in the patient’s medical chart.)

Please FAX or MAIL this form to:
DC Immunization Registry

Fax: 202-541-5907

Phone: 202-576-7130

6323 Georgia Avenue, NW

Suite 305

Washington, DC 20011
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